Objective To investigate the effect of twice-daily rabeprazole doses on health-related quality of life in refractory patients.
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Therapeutic Response to Twice-daily Rabeprazole on Health-related Quality of Life and Symptoms in Patients with Refractory Reflux Esophagitis:
A Multicenter Observational Study
Introduction
The standard dosage regimen of proton pump inhibitors (PPIs) for initial treatment of reflux esophagitis (RE) is once-daily (q.d.) administration for 8 weeks. The endoscopic healing rate with an 8-week PPI q.d. regimen is reported to be approximately 90%. Thus, 10% of patients with RE are terology (JSGE) recommend changing the PPI treatment regimen for patients with resistant esophagitis or severe symptoms despite standard initial PPI treatment (omeprazole 20 mg, lansoprazole 30 mg, rabeprazole 10 mg, or esomeprazole 20 mg). Guidelines in other countries also recommend that the PPI dose be doubled or switched to a twicedaily (b.i.d.) regimen for patients resistant to a standard dose (7, 8) . The same dose of a PPI when given b.i.d. instead of q.d. was reported to provide not only superior gastric acid suppression (9, 10) , but also better healing of esophagitis and more complete relief of heartburn (11) . These treatment regimens, including doubling the PPI dose, can cure RE and relieve symptoms (12) .
This prospective observational study investigated the effects of rabeprazole sodium (RPZ) b.i.d. as a second-line PPI therapy on the HRQOL in patients with esophageal mucosal lesions refractory to treatment with a standard PPI q.d. regimen.
Materials and Methods
Patients
This study included patients with endoscopically con- The treatment duration of b.i.d. regimens was 8 weeks, as approved in Japan. Endoscopic healing of RE was monitored during the follow-up period until week 32. Assessment for Helicobacter pylori (H. pylori) infection, selection of the PPI before RPZ b.i.d. treatment, and maintenance treatment during the follow-up period from week 8 to week 32 were left to the discretion of the treating physician. No concomitant drugs were prohibited.
This prospective observational non-interventional study was conducted in compliance with Good Post-Marketing Study Practice (GPSP), the standard for the implementation of post-marketing surveys of drugs issued by the regulatory authority in Japan. Patients received full explanations about the purpose and methodology of the study prior to enrolment, but written, informed consent was not mandatory, as such consent is not required for noninvasive observational studies according to the GPSP and Ethical Guidelines for Clinical Research issued by the Ministry of Health, Labour and Welfare.
Evaluation endpoints
The SF-8 Health Survey (Japanese version) (13, 14) was used to assess the HRQOL. A self-administered questionnaire was given at baseline before treatment and at weeks 4 and 8. The eight subscales of the SF-8 (general health perception, physical functioning, role physical, bodily pain, vitality, social functioning, mental health, and role emotional) were measured, and the two summary scores (physical component summary [PCS] and mental component summary [MCS] ) were calculated.
The Frequency Scale for the Symptoms of GERD (FSSG) (15) was used to assess the subjective symptoms. This self-administered questionnaire was also completed at baseline before treatment and at weeks 4 and 8. The total FSSG score (12 items), the 7 items for the acid reflux score, and the 5 items for the dysmotility score were calculated (16) .
Endoscopy was performed at baseline and at weeks 8 and 32 (at the end of the follow-up period), when the attending physicians decided its necessity. The endoscopic findings were classified according to the Los Angeles Classification grading system.
Statistical analysis
Multivariate logistic analyses were performed to explore the patients' characteristics with respect to selection of the RPZ b.i.d. dose by physicians.
For HRQOL as the primary endpoint, summary statistics were calculated for the changes from baseline in the eight subscale and two summary scores at each dose. For FSSG as the secondary endpoint, summary statistics were calculated for the changes from baseline in the total 12-item score, the acid reflux score, and the dysmotility score at each dose. Statistical analyses were performed to compare the scores at each point with the baseline for each dose by paired t-tests. p values were not adjusted for multiplicity.
The endoscopic findings at each evaluation (when performed) were assessed according to the Los Angeles Classification grade. Improvement in the endoscopic findings to Grade O (Grade N or M) was defined as "healing".
The number of patients with adverse reactions and the incidence of adverse reactions were evaluated using the Medical Dictionary for Regulatory Activities. This included the system organ class and preferred terms.
This study was registered with ClinicalTrials.gov (Registration number NCT01321567).
Results
Patients' characteristics
Among the 2,157 patients that were enrolled at 570 medical institutions in Japan, data were analyzed from 2,131 patients, excluding 26 patients from whom surveys were not available for some reason from the participating medical institution. In this study, 87 patients were excluded from the safety analysis, and 248 were excluded from the efficacy analysis. The major reasons for exclusion, including double Table 1 ). Fig. 1 shows the results of a multivariate logistic analysis performed to explore the patients' characteristics. The factors that affected the selection of the RPZ b.i.d. dose by physicians were evaluated, and as expected, "endoscopic findings when treatment was started" had a strong effect on the selection of the RPZ dose. There were also significant differences in "H. pylori infection", "RE complications (hiatal hernia, Barrett's esophagus, perforation)", "prior treatment drugs", and "dose of prior PPI" between the 10 mg and 20 mg b.i.d. groups. Because of these large differences in patients' characteristics between the 2 groups, separate analyses were performed for the 10 mg and 20 mg b.i.d. groups. [SD]), and the MCS was 45.6±8.0. After 4 weeks of RPZ 10 mg b.i.d., the PCS was 46.9±7.6, and the MCS was 49.0 ±6.7; after 8 weeks, the PCS was 47.9±7.7, and the MCS was 49.7±6.6. These two scores were significantly improved compared to baseline (both p<0.001, paired t-test). In addition, all 8 subscale scores were significantly improved at 4 
Efficacy of RPZ 10 mg b.i.d. treatment
and 8 weeks (all p<0.001, paired t
-test).
Before starting RPZ 10 mg b.i.d., the FSSG total score was 19.9±11.4 (mean ± SD), the acid reflux score was 11.7 ±6.8, and the dysmotility score was 8.2±5.1. After 4 weeks of RPZ 10 mg b.i.d. administration, the total, acid reflux, and dysmotility scores were 10.0±8.5, 5.6±5.0, and 4.4±3.8, respectively, and after 8 weeks, they were 7.9±7.6, 4.4±4.6, and 3.5±3.4, respectively. There were significant improvements in these three scores compared to baseline (all p< 0.001, paired t-test).
Endoscopic Before starting RPZ 20 mg b.i.d., the HRQOL PCS was 42.3±9.6 (mean ± SD), and the MCS was 46.4±8.9. After 4 weeks of RPZ 20 mg b.i.d., the PCS was 46.9±7.6, and the MCS was 49.2±7.1; after 8 weeks, the PCS was 47.1±8.0, and the MCS was 49.5±7.0. These two scores were significantly improved compared to baseline (all p<0.001, paired ttest). In addition, all 8 subscale scores were significantly improved at 4 and 8 weeks (all p<0.001, paired t-test).
Before starting RPZ 20 mg b.i.d., the FSSG total score was 19.0±10.9 (mean ± SD), the acid reflux score was 11.3 ±6.7, and the dysmotility score was 7.7±4.9. After 4 weeks of RPZ 20 mg b.i.d., the total, reflux, and dysmotility scores were 9.1±9.2, 5.0±5.5, and 4.1±4.2, respectively, and after 8 weeks, they were 8.6±9.1, 4.6±5.5, and 4.0±4.1, respectively. There were significant improvements in these three scores compared to baseline (all p<0.
001, paired t-test).
Endoscopic examinations were performed after 8-week b.i. Table 2 summarizes the adverse drug reactions. There were 7 adverse drug reactions in 7 patients during 8-week RPZ 10 mg b.i.d treatment. The incidence of adverse drug reactions was 0.4% (7/1,666 patients). There were 4 adverse drug reactions in 4 patients during 8-week RPZ 20 mg b.i.d treatment. The incidence of adverse drug reactions was 1.1% (4/378 patients). Only 1 serious adverse drug reaction (peripheral edema) occurred in a patient (0.3%) taking RPZ 20 mg b.i.d.
Safety
Discussion
The present study found that RPZ 10 mg b.i.d. and RPZ 20 mg b.i.d. improved the HRQOL and subjective symptoms in patients with RE refractory to PPI q.d. treatment.
Lack of an apparent correlation between the severity of esophageal erosions and symptoms has been reported (17) . Patients with RE have been reported to show a decreased HRQOL because of the unpleasant symptoms, and their HRQOL is considered to be lower than in cases with angina pectoris or duodenal ulcers (18) . Observational studies in Japan (19, 20) investigating HRQOL in patients with RE have reported HRQOL scores below the standard of the general Japanese population.
GERD clinical practice guidelines (6) by the JSGE strongly recommend a PPI as a first-line treatment, not only for preventing complications (Grade A: Strongly recommended), but also for improving the HRQOL. For the initial treatment of RE, no significant differences in the efficacy among different PPIs have been reported (21, 22) . The endoscopic healing rates after 8-week treatment were 88.3% (1) with RPZ, 89.8% (2) with lansoprazole, and 87.3% (3) with esomeprazole. Thus, PPI resistance is found in about 10% of cases after PPI first-line therapy, irrespective of the type of PPI used.
The present prospective observational study investigated changes in the HRQOL with RPZ 10 mg b.i. A review of 25 reports grading Japanese RE patients according to the Los Angeles Classification showed that the grades of RE were as follows: Grade A 54.6%, Grade B 32.4%, and Grades C and D 13.0% (23) . The grades of RE in the present study after standard PPI q.d. treatment were: Grade A 39.8%, Grade B 33.5%, and Grades C and D 26.7%. Therefore, the cases enrolled in this study were considered to have high-grade RE with possible resistance to PPI treatment.
A 20 mg RPZ b.i.d. regimen is approved by the Japanese regulatory agency only for the treatment of PPI-resistant patients with high-grade RE, and the attending physicians are expected to follow this regulation. However, despite the recommendation by the Japanese regulatory committee, only one-third of high-grade patients with grade C or D esophagitis were treated by the RPZ 20 mg b.i.d regimen, and two-thirds were treated by the 10 mg b.i.d regimen, as shown in Table 1 . In contrast, as many as 13% of cases with grade A or B low-grade esophagitis were treated by the high-dose regimen with RPZ 20 mg b.i.d.
When the factors affecting the dose selection of the RPZ b.i.d. regimen were evaluated, the presence of RE complications and stronger initial treatment with double-dose PPIs or combination therapy including PPIs and other therapeutic agents such as prokinetics were also found to be important factors in this study. Gastric acid reflux occurs more frequently in cases with hiatal hernia and is a factor in recurrent RE (24) . Therefore, stronger suppression of acid secretion must be considered when selecting a PPI dose. Doubling the dose of a PPI has been effective in patients who fail to respond to a standard PPI dose (11, 12) . The addition of another drug, such as an HR2A, to PPI treatment may also be effective in symptom improvement (25) . Although these factors affecting dose selection of an RPZ b.i.d. regimen were evaluated in this study, there was still a large amount of data that could not be assessed. Therefore, further investigation is necessary. Although the healing rates in patients with higher grade RE (LA Classification grade C and D) with 40-mg split doses were not markedly different from those in patients with 20-mg split doses in this study, the 40-mg split dose may still be more effective in patients with endoscopically confirmed LA Classification grade C or D RE after PPI q.d. treatment, in those with RE complications, and in those previously treated with a combination a PPI and other drug.
The endoscopic healing rates after 8-week treatment with RPZ 10 mg b.i.d. were higher in cases with low-grade esophagitis but lower in cases with more severe baseline esophagitis. The HRQOL and subjective symptoms, on the other hand, improved significantly after 4-week treatment with RPZ 10 mg b.i.d. After 8-week treatment with RPZ 20 mg b.i.d., the HRQOL and subjective symptoms improved significantly as well, irrespective of the relatively low esophagitis healing rates. This lower endoscopic healing rate was considered to be caused by the larger number of difficult-totreat cases in the 20 mg b.i.d.-treated group.
Endoscopy rates after 8-week treatment with RPZ b.i.d. were higher in patients with higher-grade LA Classification at the time of treatment initiation. In many cases, an endoscopic examination was not performed if symptoms were relieved by treatment. Therefore, patients with a higher chance of having uncured esophageal mucosal lesions might have been more frequently investigated by endoscopy after 8-week b.i.d. RPZ treatment.
Few patients with Grade A or B esophagitis progress to more severe RE (26) . Therefore, the therapeutic priority in cases with low-grade esophagitis should be given to improving the symptoms and HRQOL. In Grade C and D patients, on the other hand, because of the risk of serious complications (27) , complete healing of RE is also considered important. Therefore, b.i.d. treatment with RPZ, although very effective for the resolution of symptoms and for improving the HRQOL, may not be sufficient to achieve endoscopic healing in some cases with high-grade esophagitis.
The evaluation of the endoscopic healing rates in RE, both during initial treatment and during second-line therapy with RPZ b.i.d., has been performed after 8-week treatment worldwide. In reports of serial evaluations of endoscopic healing rates (3, 28) , rapidly increasing endoscopic healing rates have been reported each week. Therefore, if the treatment duration is prolonged further, the endoscopic healing rates may increase further, even with the same treatment regimen (28) . In patients with PPI-resistant RE, treatment for longer than 8 weeks may need to be evaluated in a future study.
The healing rates with RPZ b.i.d. in PPI q.d.-refractory RE were lower than those with PPI q.d. for the initial treatment of RE. Because the causes of refractory RE were not specified and varied among patients, specifying these factors in this study was very difficult. Gastric acid secretion in healthy Japanese adults has not changed in recent years (29, 30) , and there is no evidence that gastric acid secretion in the RE patients enrolled in the present study was markedly different from that of previous RE patients. Gas-tric acid reflux occurs more frequently and gastric acid clearance from the esophagus is lower in patients with hiatal hernia, thus leading to relapse of RE (24) . Approximately half of the cases enrolled in this study had hiatal hernia as a complication of RE. Thus, hiatal hernia is a factor in RE relapse and probably accounts for a lower healing rate.
The majority of refractory RE patients enrolled in the present study were treated with various forms of maintenance therapy with RPZ b.i. 
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